Background: Chronic Right Heart failure is known to cause Liver Cirrhosis but it is rare. Here we are reporting the case of cardiac cirrhosis presented to us with signs of Liver Failure. Case Report : 50 year male, farmer, chronic smoker presented with progressive abdominal distension and episodes of malena since 6 months and an episode of hematemasis. On work up Liver cirrhosis was diagnosed but cause for cirrhosis was not established and on general examination pulse was irregular and features of pulmonary hypertension were present. On reviewing he revealed history of chronic cough and breathlessness with winter exacerbations and pedal edema. Chest X-ray suggested cardiomegaly, ECG suggested low voltage complex with poor R wave progression and 2-D Echo suggested pulmonary hypertension with tricuspid regurgitation with right sided dysfunction suggesting cardiac cause for cirrhosis. Conclusion : Chronic Right Heart Failure is known but rare cause of Liver cirrhosis.
INTRODUCTION
Chronic right sided congestive heart failure may cause chronic liver injury and cirrhosis of liver but is very uncommon. In long term right heart failure there is elevated venous pressure that is transmitted to liver sinusoids via inferior vena cava and hepatic veins. This leads to long term passive congestion and relative ischemia due to poor circulation eventually leading to necrosis and fibrosis of liver predominantly of centrilobular region. Patient generally presents with clinical features of congestive heart failure and portal hypertension but very rarely presents with variceal hemorrhage or encephalopathy. [1] But our case patient presented with evidence of variceal hemorrhage. Also the overall prognosis of cardiac cirrhosis is not well established and treatment of cardiac cirrhosis is mainly aimed at managing underlying heart failure so it becomes important to distinguish it from other cause of cirrhosis. [1] 
CASE HISTORY
A 50 year male, farmer, chronic smoker presented with progressively increasing abdominal distension for last 6 months, malena for 2 months, Pedal edema for 1 month and constipation for 15 days and a episode of hematemesis. There was also history of anorexia, nausea and easy fatigability and presently presented due to massive abdominal distension leading to diffi culty in breathing and episode of hematemesis. On repeated enquiry he also revealed of chronic cough and breathlessness with winter exacerbation for last 10 years and episodes of pedal edema relieving after local medicine. There was no history of alcoholic intake, high risk sexual behaviour, Jaundice, tubercu losis, long term drug or herbal intake, surgery or blood transfusion. There was no significant family history. On cardiovascular examination precordium seemed to be normal. Apex beat in 5 th intercostal space 2 cm. Lateral to mid clavicular line normal in character. Thrill or parasternal heave absent. On auscultation 1 st and 2 nd heart sound audible with loud pulmonary component of 2 nd heart sound. The holosystolic, highpitched, blowing murmur of tricuspid insuffi 
In hospital treatment-

It consisted of Acute Management and Long term management
Acute ManagementEmergent endoscopy was done with banding of oesophageal varices to prevent further bleeding episode. Intravenous fluids administered cau tiously to compensate for vascular fluid loss. Intravenous diuretics were given monitoring vitals of patient to relieve patient from symptoms of congestive heart failure. Nebulisation along with oxygen inhalation was given to patient to relieve bronchoconstriction and breathlessness.
Long term management-
Oral nitrates were advised to prevent further variceal bleeding as bblockers are avoided in patients with respiratory airway diseases which were advised from other department. Oral diuretics prescribed containing Frusemide and Spironolactone combination. Liver supportive containing OGH Reports, Vol 6, Issue 1, Jan-Jun, 2017
Our case had Obstructive airway disease of stage II according to GOLD 5 staging evidenced from deranged Pulmonary Function Test, Abnormal Blood Gas analysis. Evidence of Pulmonary hypertension was evident clinically in form of loud P2 and murmur of tricuspid regurgitation which was established on 2D Echocardiography. Chronic congestive heart failure established on long history of 10 years for which he taking treatment from quack of which records were not available. Presently he presented to us signs and symptoms of portal hypertension and congestive liver injury which was evident from spleenomegaly and progressive ascitis which was transudative with SAAG> 1.1, [6] Deranged Liver Function Test with markedly increased SALP. Metabolic and syn thetic functions of liver were also compromised evident from decreased serum albumin and deranged PT/INR. [7] Spleenomegaly was associated with hyperspleenism as evident from pancytopenia in blood picture. Liver biopsy was done later after patient stabilisation and was suggestive of fibrotic changes establishing cirrhosis. Usually cases of cardiac cirrhosis not develop variceal bleeding, but our case presented with variceal bleeding evident from history of malena and an episode of hematemesis which was established on upper gastro intestinal endoscopy in which therapeutic banding of varices was done.
Learning-
A patient with Chronic Obstructive Lung Disease developing chronic right sided heart failure due to pulmonary hypertension causes passive congestion on hepatic veins leading to relative ischemia and eventually to hepatic necrosis and fibrosis and raised portal hypertension. Though variceal bleed is uncommon in portal hypertension due to cardiac cirrhosis but may be presenting complain in rare case as seen in our case. And also we highlight cardiac cause should be thought for differential diagnosis when patient presents with liver cirrhosis. sylimarine were also prescribed. Long acting bagonist inhalers were given to relieve bronchoconstriction. Proton pump inhibitor prescribed to reduce acid production and prevent further damage due to acid reflux. Lactulose prescribed to prevent constipation and related complications. Multivitamins with Iron and Folic acid were also prescribed.
Patient educated regarding diet, precautions and follow up after discharge.
DISCUSSION
Term cardiac cirrhosis denotes any type of hepatic fibrosis occurring in cardiac patient. [2] Our case report is in agreement with the previous observations of chronic liver injury due to long term congestive heart failure.
Though the incidence of cardiac cirrhosis is low but causes for same are Ischemic heart disease, Cardiomyopathy, Valvular heart disease, Primary lung disease, Pericardial diseases. With decrease in incidence valvular heart disease, cardiomyopathy in etiology of cardiac cirrhosis has increased. [3] Our case had primary lung disease due to chronic smoking which resulted in pulmonary arterial hypertension leading to chronic conges tive heart failure. This further leads to passive congestion and relative ischemia due to poor circulation eventually leading to necrosis and fibrosis of liver predominantly of centrilobular region. [4] Usually cases of cardiac cirrhosis not develop variceal hemorrhage or encephalopathy but our case had unusual presentation of malena and hematemesis suggesting variceal bleeding. 
